Dysplasia cervicis uteri CIN2-3 was diagnosed in 2007, subsequently diathermoconisation cervicis uteri was performed. The woman was born with epispadia -extrophia of urethra to abdominal wall, without pubic bone. At the age of 8 she underwent an operation in Moscow. During the operation the neck of the bladder was formed as well as urethra, which opens in vulva, place of clitoris. When she was 8 years old, her bladder capacity was 30 ml, in teenage years -90 ml. The patient also reported history of recurrent urinary tract infections. 2011.08.02 Patient took medical advice in out patient department Kaunas university hospital with a complaint of stress urinary incontinence: when going, coughing, sneezing, doing exercises, having sex and at rest of time. Also it was the sexual intercourse problems with orgasm. She was urinating 8 times per day but none at night. Gynecological examination: absence of pubic bone, vulva is abnormal: absence of labium major and clitoris. Urethra opens into the place of clitoris. Front and back walls of vagina are moving down (POP-Q II-III stage prolapsed). Cervix of uterus is short, epithelised (after diathermoconisation). Uterus is normal in size, in retro-versio-flexio position. -without pathology. Sonography: internal genital organs without pathology. Boney, Valsalva test are positive, Ulmstein test negative. Urodynamic study revealed a bladder capacity of 134 ml, voided volume 173 ml. Pressure of detrusor -10cmH2O. Compliance-normal, , max flow rate 13,8 ml/s, voiding time 24 s. Spontaneous contractions of detrusor were not observed. Surgical treatment: 2011.10.10 TOT (tension obturator tape). Anterior and posterior colporrhaphy and perineoplastic was performed. There were no complications during and after surgery. On the 2 day after operation patient was released from hospital.
Introduction
Female epispadia is a rare congenital urogenital system syndrome, which is characterized by a bifid clitoris, depressed mons pubis, variable urethral defect and the labia is separated. The dorsal wall of the urethra is defective [1] and via cystoscopy it is seen as short and wide [7] . The syndrome is presented with primary urinary incontinence and abnormal anatomical features [2] . Urinary incontinence level in female patient depends on the level of defect and imperative surgical treatment [3] . Incidence of epispadia without extrophy is 1/117000 in males and 1/480000 in females [1] . This malformation can be diagnosed in the foetus during pregnancy. In females, epispadia can be associated with sexual dysfunction, but often vagina and internal genitalia are normal [1] . When female epispadia is without extrophy, the diagnosis can be evaluated upon examination of external genitalia. Early diagnosis prevents patient from prolonged urinary incontinence. Female epispadia can be graded according to severity into: vestibular, subsymphyseal and retrosymphyseal [4] . Symptoms associated with this congenital anomaly can be corrected mostly by surgical treatment. Case presented here is a rare congenital urogenital syndrome complicated with stress urinary incontinence and vaginal prolapse : such patient should be treated by surgical reconstruction -same way as we did in here reported case.
Case report
Patient K.L., 32 years old woman.
Menstrual bleeding started at the age of thirteen, C 5/28. Patient had two vaginal deliveries in 2004 and 2010. Dysplasia cervicis uteri CIN2-3 was diagnosed in 2007, subsequently diathermoconisation cervicis uteri was performed.
The patient was born with epispadia -extrophia of urethra to abdominal wall, without pubic bone. At the age of 8 she underwent an operation in Moscow. During the operation the neck of the bladder was formed as well as urethra, which opens into vulva, place of clitoris. When she was 8 years old, her bladder capacity was 30 ml and in teenage years was -90 ml. The patient also reported history of recurrent urinary tract infections.
On 02 Aug 2011 Patient took medical advice in the outpatient department at the Kaunas University hospital with a complaint of stress urinary incontinence : when passing, coughing, sneezing, doing exercises, having sex or at rest . Also there was the problem during sexual intercourse and reaching orgasm. She was urinating 8 times per day but none during the night.
Gynecological examination: showed absence of pubic bone, and vulva was abnormal : with absence of labium major and clitoris. Urethra opens into the place of clitoris. Front and back walls of vagina are moving down (POP-Q II-III stage prolapsed). Cervix of uterus is short, epithelised (after diathermoconisation). Uterus is normal in size, in retro-versio-fl exio position -without pathology.
Sonography revealed : internal genital organs without pathology.
Boney, Valsalva test were positive, whereas Ulmstein test was negative. Surgical treatment: on 10 Oct 2011 TOT (tension obturator tape) operation. Anterior and posterior colporrhaphy and perineoplastic was performed. There were not any complications during and after the surgery. On the second day after operation paitent was released from hospital.
On 13.Dec 2011. Patient visited outpatient department. She could hold urine well during the intercourse, when resting or walking, but there was urinary leakage when coughing and during physical exercises. Patient is satisfi ed with her sexual life, and she manages to achieve orgasm in about 90% of all intercourses. The patient estimates the treatment effectiveness about 60%.
Discussion
One of the most common symptoms of female epispadia is urinary incontinence, which varies from continuous urine dribbling to stress-incontinence. The surgical treatment of incontinence can be combined with the reconstruction, because the causes of these symptoms are small bladder capacity, absence of urethral resistance and bladder incompetent neck [4] . Frequently used surgical method for treating incontinence is the reconstruction of bladder neck and urethra [2, 4] . The urethra must be retubularized. Good results of surgical treatment are reached by bringing the bladder neck and posterior urethra into an intra-abdominal position [2] .
Shaikh N and Al. reported around a 4-year-old girl with depressed mons, bifi d clitoris, ill developed labia, defi cient dorsal wall of urethra. This patient had problem with urinary incontinence, dribbling of urine, when the bladder pressure increased in the abdomen. During surgical treatment the urethra was reconstructed [1] .
The stress urinary incontinence can be treated by Marshall-Marchetti-Krantz procedure, [9] , TVT,TOT or other suburethral sling operations, as well as with injection of bulking agents into the bladder neck [2, 9] .
One frequent symptom is refl uxus, which occurred in 30% to 75% of the cases [9] . Cystoscopy showed the position of the ectopic ureter [1] . Ureters with high-grade refl ux should be reimplanted [2] . This surgery is often indisputable law.
Atilgan d. presented a 12-year-old girl with bifi d clitoris, urethral plate spread front between clitoral halves. Clinical tests showed a short, wide urethra, 1 cm long, dorsal wall with defect, a wide bladder neck. The ureteric orifi ces were 2 cm from the bladder neck. The main symptom was total incontinence. For this patient a new 1-stage perineal urethrocervicoplasty was performed (as originally proposed by Young [4] ) comprising of urethral reconstruction, intra-abdominal positioning of the bladder neck, and proximal urethra with a modifi ed needle suspension technique, and fi nally pelvic fl oor reconstruction. The result of operation was very good with patient achieving urinary continence 2 weeks after surgery. Micturition and cosmetic appearance was normal [2] . Urinary continence after 1-stage procedures awares between 60% and 87.5% [2] .
Cosmetic appearance is also very important, because abnormal external genitalia can restrict sexually active female patients from having sexual intercourse by nearly 30% [6] . This congenital anomaly can present serious psychological problems and social disruption [1] . Early diagnosis prevents patients from having problems in the future . External genital anomalies can be treated by reconstruction of labia and mons [8] . Vaginoplasty can be performed at the age of 3-4 years old, or at the beginning of puberty [8] .
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